muscle. Tendon reflexes are brisk throughout and superficial reflexes niorminal. There is no impairment of sensibility, superficial or deep. Blood-presslure 151 72.
Urine shows no chemical abnormality.
After the subcutaneous injection of 2 mgm. of prostigmine, the ptosis Alnost completely disappeared and the external ocular movements were markedly strenghtened. Slight but steady improvement was observed under treatment wvith ephedrine and glycine.
This patient is to be regarded as suffering from a myasthenic wea,kness of the external ocular muscles and of the eyelids, not associated with any difficudltys in swallowing or in phonation, or with any weakness of the orbictilaris oculi.
Tuberculous Periostitis of the Orbit, probably secondary to Tuberculoma of the Iris.-A. RUGG-GUNN, F.R.C.S.
Mrs. L. C., aged 43, attended the Western Ophthalmic Hospital under an11other surgeon fourteen years ago, suffering from episcleritis of the left eye. Po.sterior synechiae were present in both eyes. Treatment included injections of tubercullini.
First seen by me early in 1933. A discrete nodule, judged to be tubercutlous, was present on the anterior surface of the right iris near the ciliary margin at 6 o'clock. There was a slight projection of the corneo-scleral junction overlying the nodule. The Wassermann reaction (blood) was negative.
The patient was treated by injections of gold (sanocrysin 1 centigramme w-eekly).
After four injections the nodule was perceptibly less in size and ultinmately it disappeared. Shortly afterwards a cyst developed at the same place; this grewlrapidly in size and was clear on transillumination. Late in 1933, as the cyst was still enlarging and the eye was free fromi signs of active inflammation, the portion of iris containing the cyst was excised. This was followed in a few days by an inflammatory reaction, with profuse keratitis puInctata, rise of tension, and ciliary injection. In spite of treatment the eye became wNorse and later was excised.
Two years later a series of tough confluent swellings appeared on the upper and inner orbital margins of the same side. These protruded into and involved the socket and the upper eyelid. At one point in the upper lid there was a small area of caseation. No evidence of bony involvement was shown by X-rays. The patient was examined at my request by Mr. Gordon Bryan, who kindly saw her tw-ice and who agreed with the provisional diagnosis of tuberculous periostitis. The ca.seous area did not, in the end, perforate the skin, but regressed, and it has nowv disappeared.
Probably the present condition consists of organized scar-tissue on the way to newv bone formation.
OIn pathological examination neither the eye nor the cyst reveale(d conclulsive evidence of tuberculosis, but the presence in both of endothelioid cells wins reported.
It might be argued that the state of the eye after the iridectoiny was niot tuiberculous inflammation but a sympathetic ophthalmitis; the pathological report w-ould be consistent with either. On the other hand, repeated examinations of the left eye revealed no signs of sympathizing inflammation. The pulse fell continuously, and on 14.11.37 the patient complained of diimness of vision in the right eye. The right pupil reacted sluggishly to light. On 15.11.37 the right disc had a blurred outline. On 18.11.37 a transfusion of 350 c.c. citrated blood was given. Two days later another transfusion (400 c.c. citrated blood) was given. The right pupil did not react, directly or consensually, and there was no perception of light. The left pupil reacted well. There was slight papillcedema of both discs, right more than left. The retinal arteries were narrowed, and the patient complained of dimness of vision of the left eye, for the first time, i.e. twelve days after the hematemesis. Hb. 46%; blood-pressure 110/60. Next day the left pupillary reaction to light was lost and the patient was blind. Since then R.B.C. count has risen to 3,500,000, and Hb. to 70% ; C.I. 1, and there has been no further haemorrhage from the gastro-intestinal tract. The amaurosis, however, has remained complete, although the patient has occasional hallucinations of sight. I have notes of two other cases:
These cases are rather rare. Eight or nine years ago Mr. E. F. Whiting described five cases, and two years ago Mr. E. Wolff suggested a rather attractive theory respecting the cause of the amaurosis, suggesting that the condition may be due to arterial spasm consequent on a diminished oxygen supply. The slight papillcedema seen in some cases must be a pressure phenomenon caused by fluid transudation into the optic nerve sheath, i.e. a reactive cedema such as often follows failure of the blood supply to a part. It is also curious that in the great majority of the published cases the sources of the bleeding have been the stomach or the uterus.
I am indebted to Dr. H. Carter, Medical Superintendent of the Central Middlesex General Hospital, and to Dr. Joules, the Physician-in-Charge, for permission to publish the first case.
Mr. E. F. WHITING said it seemed clear that when patients had had their constitution seriously depleted by repeated hbmorrhages it was important to recognize the danger of optic atrophy occurring and, if possible, to keep the heemoglobin at not less than 50%. sufficiently to uncover the pupils.
Operation.-The technique followed was that described by Professor Blaskovics in the Archives of Ophthalmology, 1929, n.s. 1, 672. Figure 4 explains the anatomical rearrangement brought about. The cut
